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ONE OUTGROWTH of the incipient concern in the early
1950s for continuous and unfragmented health care has
been the debate among health analysts regarding the
separation of preventive and treatment services (1-4).
Issues and problems associated with this dichotomous
arrangement have come to the forefront in the delivery
of care provided by child health stations or well-baby
conferences.
The continuation of child health stations in their pres-

ent form in New York City or elsewhere is predicated
on the assumption that children predominantly of inner-
city, low-income families are in particular need of free
preventive health care. Children requiring treatment or
further evaluation are referred to backup hospitals or
other health agencies. As a means of transferring pa-
tients and information from one facility to another, the
referral process is intended to expedite continuity in
health care delivery.

Mindlin and Densen defined continuous care to be
that received from a single source or if from more than
one source, subsequent care was to be obtained only by
referral from earlier sources (5). They went on to hy-
pothesize that continuity of care is overestimated in that
the process of referral assumes communication between
providers. We examine this assumption by analysis of the
outcome of referrals between two geographically juxta-
posed but independently administered health facilities
and explore the extent to which continuity of care be-
tween preventive and treatment facilities is effected by
the process of referral.

Methodology
The outcome of referrals was investigated for two facili-
ties: the Washington Heights Child Health Station, a
New York City Health Department facility providing
well-baby care, and Babies Hospital of Columbia-Presby-
terian Medical Center, a large urban treatment facility.

For the purposes of this study, a successful referral was
defined as one in which the patient made contact with
a treatment facility for the indicated problem, and in-
formation concerning evaluation and management of the
referred patient was transmitted to the referring facility.
To identify the patients referred during the period under
investigation, January 1 through February 14, 1973,
names of children seen during the study period were ob-
tained from child health station appointment sheets. The

charts of 1,089 children were reviewed. For each child
referred, patient information, medical indications neces-
sitating the referral, and the facility intended for fur-
ther medical attention were recorded on an abstract
form. Also recorded were the treating physician's im-
pression and disposition plans obtained from referral
forms returned to the child health station.

If there was no evidence of the return of the referral
form by the time of the study in July 1973, tracking of
the patient's progress through the referral process was
initiated by chart review at the facility indicated by the
parent as his intended source of care for the child's prob-
lem. For those patients making contact with a medical
facility, diagnosis and disposition plans noted in the fa-
cility's chart were recorded on the child's abstract form.
For the remaining patients for whom there was no indi-
cation of a returned referral form or contact with the
intended facility, followup efforts included mailings to
the parents in Spanish and English with return response
postcards. Telephone calls were made to contact non-
respondents.
By the described methods, information concerning

referral outcome was obtained for 80 percent of the
study sample. Although the outcome of referrals for 20
percent of the patients could not be determined, even
after repeated attempts to contact parents, this loss is
consistent with other studies of inner-city populations
characterized by mobility and anonymity (6).

Findings
The review of the 1,089 charts revealed that 104 chil-
dren had been referred to treatment facilities-a 9.6
percent referral rate.
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Intended medical facility. The distribution of medical
facilities to which the parents of the 104 referred chil-
dren intended to take them was as follows:

Children

Facility Number Percent
Columbia-Presbyterian Medical Center 62 59.5
Mt. Sinai Hospital 3 2.9
St. Luke's Hospital 2 1.9
Harlem Hospital --------------------- 1 0.9
Dental clinic (New York City Department

of Health) 1 3.8
Tropical Disease Clinic (New York City

Department of Health) 4 0.9
Private practitioners (including group

practices) 2 2.9
Intended facility not recorded 29 27.8

At the time of referral, the parents of 75 children listed
a specific medical facility for further evaluation or
treatment of their children, and the clinics of Columbia
Medical Center were named for 62 of these children.
For the remaining 29 children, an intended facility was
not recorded on their charts.

Types of referrals. The distribution of referrals by
types of medical conditions was as follows:

Condition

Orthopedic .-----
Upper respiratory
Pallor .----------
Skin ------------

Eye -------------

Dental ----------

Developmental
Gastrointestinal
Speech ----------

Urology ---------

Cardiac .--------
Ear ------------

Number
(N= 113)

infection __--_______

Percent

27 23.9
23 20.4
14 12.4
10 8.8
10 8.8
9 8.0
5 4.4
5 4.4
4 3.5
4 3.5
1 0.9
1 0.9

The 104 patients had 113 conditions that required fur-
ther evaluation or treatment. Almost a fourth of the
referrals were classified as common orthopedic prob-
lems such as "bowleggedness" and "flat feet." Upper
respiratory infections accounted for a fifth of the re-
ferrals and pallor and skin problems for a fifth.

Followup telephone conversations with parents re-
vealed areas of misunderstanding associated with non-
compliance of referral requests. Four of 16 parents con-
tacted by telephone believed that the medical condition
resulting in referral was a normal state. Bowleg and
strabismus were most frequently cited as accepted con-
ditions either "running in the family" or to be out-
grown in time.

Information transfer. By July 1973, 19 of the 104 re-
ferral forms issued between January 1 and February
14, 1973, had been received by the child health station;
a return rate of 18 percent. Furthermore, only three of

the six medical abstracts requested by the child health
station concerning patients being treated at other fa-
cilities had been received 5 months after the abstract
was requested. When the Columbia-Presbyterian Medi-
cal Center charts of referred children were reviewed, 7
of the 104 referral forms were discovered attached to
the hospital charts.
Due to illegible handwriting or inadequate and in-

complete entries on the returned referral forms, infor-
mation received by the child health station was, on
occasion, inappropriately used. Two of the patients re-
ferred during the study period were already under
treatment for the same medical problem.

Facility contacted. Followup of the outcome of re-
ferred patients revealed a change in 14 percent of the
cases in which parents indicated that they intended to
seek further medical attention for their referred chil-
dren and where services were actually obtained. The
facilities actually contacted are shown in the following
table.

Facility or other outcome
Columbia-Presbyterian Medical Center -_

M t. Sinai Hospital -------------------

Jewish Memorial Hospital
Harlem Hospital
Morrisania Hospital
Group practices (including HIP)
Health department facility
Private physician --------------------

Private dentist -----------------------

Care not sought
Outcome unknown

Children

Vumber Percent
52 50.0
2 2.0
1 1.0
2 2.0
1 1.0
2 1.9
1 1.0
6 5.8
3 2.9

13 12.5
21 20.2

Chart review and followup by postcards and telephone
revealed that for 70 of the 104 patients referred, care
was obtained from a physician or dentist. For 13 pa-
tients, further medical attention was not sought; for the
remaining 21, the outcome could not be determined
even after repeated attempts to contact the parents.

For the 70 referred patients who received attention,
three-fourths were cared for at Columbia-Presbyterian
Medical Center, and one-fourth were evaluated or
treated by other facilities, as shown in the preceding
table.

Discussion
As medical care and its technology have become mark-
edly complex, so have fragmentation of services and dis-
continuity of care increased. The existence of a frag-
mented health care system is reflected in consumer
reliance on multiple health facilities (7). Specialty clin-
ics within hospitals, as well as public health programs
oriented toward generic diseases or specific populations,
contribute further to the phenomenon of fragmentation.
A popular approach to reducing fragmentation of

health services to children has been to support the inte-
gration of preventive and treatment services within the

March-April 1976, Vol. 91, No. 2 139



same facility (8). A study of child health stations re-
cently converted to pediatric treatment centers revealed
that almost a third of the parents using these centers
regarded them as their usual source of care for their chil-
dren (9). The use of fragmented health facilities by
these consumers is reportedly reduced.

Gratifying as the results of conversion appear to be at
present, particularly in reducing fragmentation, one
should not assume that mere elimination of the dichot-
omy between preventive and treatment services will im-
prove continuity. As reported by Mindlin and Densen
(5), discontinuity of care resulting from illegible or in-
adequate records obviously exists even within a single
facility. Although discontinuity is associated with frag-
mentation, the terms are not synonymous; nor will meas-
ures to improve the one necessarily be transferred to im-
provement of the other.

Realistic pursuit of continuity in pediatric health care
must acknowledge a present delivery system comprised
of a host of providers and independent health facilities.
Central to continuity of care, particularly in the given
fragmented delivery structure, is the need for more effec-
tive transmittal of patient information between provid-
ers both in terms of intra-facility medical records and
inter-facility referrals.

Results of this study revealed that poor communica-
tion or information exchange between health facilities
compromises continuity in patient care which is depend-
ent on satisfactory referrals. A majority of parents were
accepting responsibility for the continuous care of their
children. Sixty-seven percent of the patients referred
from the child health station were known to have re-
ceived further evaluation or treatment. However, only
18 percent of the referral slips or any other form of com-
munique from the treatment facility concerning the
particular referral was received at the child health sta-
tion. Moreover, there was only a 50 percent return rate
from the treatment facility of medical abstracts specifi-
cally requested by the child health station. Results of
this study suggest that continuity can be ameliorated
more appropriately by addressing administrative factors
contributing to the breakdown in information transfer,
rather than by assigning culpability of unsuccessful re-
ferrals to poor patient compliance (10).
A first step in improving continuity between facilities

is to improve their capability to monitor the progress of
referred patients. In the child health station, no method
of tagging charts of referred patients existed. No referral
log was maintained. Followup of referred patients was
haphazard and arbitrary. An elementary change would
be the introduction of a referral log, carbon copy referral
forms, or record tagging (11).
A more sophisticated and comprehensive-yet exceed-

ingly complex-innovation to implement is a computer-
ized management model or health information system
described by Miller and others (12-14). Such a system
would serve to monitor the progression of preventive
and treatment care a child receives and is expected to

receive from a variety of providers. To be effective, the
system would need to link multiple providers, transfer
relevant medical information, and alert staff to disrup-
tions in continuity of care.

Obviously there are no simple solutions for the com-
plexity of problems besetting the delivery of pediatric
health care. Nonetheless, it is particularly disturbing to
those concerned with the quality of pediatric care that
continuity has been shown to be grossly inadequate even
between two physically contiguous medical facilities. A
promising conclusion of this study is that significant im-
provement in continuity need not depend on complex
behavioral modification of the consumer but on more
readily implemented administrative and technological
changes.
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